An 18-year-old primigravida woman underwent emergent percutaneous balloon stent repair of a severe coarctation of the aorta, allowing her to undergo an uneventful remaining pregnancy and the delivery of a healthy baby. Her case also demonstrates the association between maternal coarctation and fetal Shone complex. (Level of Difficulty: Beginner.) (J Am Coll Cardiol Case Rep 2020;2:116-9) (A) Prior to stent placement, the ascending aorta and transverse arch were dilated and aliased color flow across the coarctation site (arrow) with a peak velocity of 3.5 m/s. (B) Flow is significantly improved across the stented area, with a peak velocity of 1.5 m/s.
C oarctation of the aorta (COA) is usually diagnosed in childhood, but 20% of cases do not present until adult life (1) . Patients with COA are increasingly reaching child-bearing age, and pregnancy-related cardiovascular changes place additional stress on coarctation physiology (2) . Unrepaired COA in pregnancy can be life-threatening for both mother and fetus. Maternal complications include cerebral infarction, aortic dissection, aortic rupture, congestive heart failure, hypertensive crisis, and infective endocarditis. Fetal complications include growth retardation and premature birth with increased risk for placental ischemia or abruption (3, 4) .
When medical management with typical antihypertensive drugs fails to decrease the coarctation gradient, invasive intervention may be indicated (4) .
Management of COA is dependent upon the patient's age, size (weight, length, and width of the coarctation), and coarctation characteristics. Surgical resection is recommended for neonates and young children.
Transcatheter treatment is preferred for adults and children weighing more than 25 kg (5) . Additional cardiac defects may alter intervention strategy.
PRESENTATION
An 18-year-old primigravid woman presented at 11 weeks gestation with unrepaired COA and severe, nonradiating substernal chest pain for 2 days. COA had been diagnosed when she was 3 years old but had been lost to follow-up for 3 years prior to the current
LEARNING OBJECTIVES
To understand the risks of unrepaired COA to the mother and to the fetus. To identify indications for intervention in cases of COA during pregnancy. To appreciate that more research is needed to determine the preferred invasive intervention for emergent COA repair during pregnancy. Invasive intervention of aortic COA is usually reserved for gradients of $20 mm Hg (7) .
Gradients <20 mm Hg should be considered for intervention when superimposed over heart structural defects, hypertension, heart failure, or a life-threatening symptom profile as seen in this patient (7) . Another point of consideration is the use of obstructive lesions that may include COA, supramitral stenosing ring, valvular aortic stenosis, and subaortic stenosis. Left-sided obstructive lesions may occur in 10% to 20% of first-degree relatives of patients with COA, in whom the ERBB4 and NOTCH1 genes are implicated in left ventricular outflow tract abnormalities (1, 9) . Thus, a fetal echocardiogram should be performed at 18 to 22 weeks gestation in pregnant women with a history of COA (10) . Early detection can lead to improved outcomes for neonates by allowing specialists to be present in care prior to and immediately following birth.
FOLLOW-UP
The present patient is now a 24-year-old G5P3 healthy woman. In addition to the child discussed, she has had 2 living children with Shone complex and 2 miscarriages. Fetal echocardiography was performed for each pregnancy, and the patient received genetic counseling but declined further genetic testing. 
CONCLUSIONS

